Elementaty barefoot waterskiing caused a tottering, wide based gait inclined forward at 20 degrees during rare periods of ambulation. I resembled someone who had just got off his horse walking into a force eight gale.
Massive muscle breakdown
Tests of renal function were taken four days after the incident. All electrolyte concentrations were normal, but the measurements of muscle breakdown aspartate transaminase and creatinine kinase were 1540 IU/l (normal 2-40 IU/l) and 45 860 IU/l (normal <170 IU/l) respectively, indicating massive muscle breakdown. Death from acute tubular necrosis because oftraumatic myolysis has resulted following concentrations of creatinine kinase as low as 3500 IU/1.5 The creatinine clearance as a result was 148 ml/min.
Friday saw some recovery as I was now able to stand unsupported for up to five minutes at a time. The urine had returned to a normal colour and I was able to put my socks on (with difficulty).
I had clearly "pulled" a large mass of muscles in my chest, shoulders, and abdomen caused by my strenuous efforts to stand on the water and the prolonged high speed battering while'in the water. Massive release of myoglobin occurred as it does in the crush syndrome,6 and there was a risk of blocking the glomerulus of the kidney with the sequelae of acute tubular necrosis. Fortunately, this was avoided. This potentially severe injury has not been previously reported in barefoot waterskiing yet is a real possibility given the speed and trauma that the torso suffers as it is pulled through the water. Adequate body protection must be worn and repeated exposure to many high speed attempts should not be permitted.
Doctors are often accused of playing God in their dealings with patients. This is one orthopaedic surgeon who will no longer attempt to walk on water. We have suspected that diabetic men receive more support from their wives than diabetic women get from their husbands. Patients attending our diabetic clinic are often accompanied by their spouses. Patients' wives often contribute to dietary histories and tend to say "our diet" and "we eat," suggesting that diabetic men and their wives eat the same food.; We report an investigation of the effect of diabetes on the diet of the patients' spouses.
Patients, methods, and results
We asked 58 consecutive married patients attending our diabetic clinic to complete a questionnaire and requested that they ask their spouse to complete an identical questionnaire. Patients whose spouses were diabetic or ate other "special" diets were excluded. Age and sex matched controls were recruited from a general medical clinic in a similar manner.
The questionnaire required the subject to tick a box against a food item if he or she ate it at home or elsewhere. A total of 63 items containing varying amounts of sugar, fibre, and fat were arranged at random.
The analysis compared the number of items that couples chose differently. The discordant items were counted to give a discordance score for couples in whom the woman was diabetic and for those in whom the man was diabetic and for their corresponding control couples. These scores were compared by Student's t test.
In all, 56 control questionnaires were returned; 51 were complete. They were matched with completed case replies (28 diabetic men and 21 diabetic women). The cases and controls were well matched for age (age range 31-73 for diabetic men, 28-74 for controls, SD 2-6 years; age range 26-73 for diabetic women and controls, SD 4-1 years). Fifteen men and 15 women were receiving insulin. The discordance scores for couples in which the woman was diabetic were compared with those in control couples (t=3-2, p<0001) and the scores of couples in which the man was diabetic were compared with those in control couples (t=0-46, NS) (table).
Mean (SD) discordance scores with respect to food items eaten by couples in whom. the man or woman was diabetic and their matched control couples
Case couples
Control couples Man 13-8(7-0) 13-0(6-1) Woman 17-0 (7-4) 10-6 (5 5)
Scrutiny of the questionnaires satisfied us that the similarity in the couple's diet in the diabetic man's home is because both members are eating "diabetic" diets.
Retrospective analysis of the attendance at our diabetic support and discussion group over 10 months showed that diabetic men were more likely to be accompanied to =61-3, p<0001) . This lends support to the hypothesis. These data could, however, be biased by the meetings having been held at times more convenient to women.
Comment
We found that there is no more dietary discordance between wives and husbands when the man is diabetic than in control couples. When a woman is diabetic her husband is less likely to eat the same food as her. This suggests that the wife of the diabetic man adopts his diet, whereas the husband of the diabetic woman does not. The wife of the diabetic man possibly takes on his diet to support and encourage him. Schafer et al have shown that lack of family support may be related to reduced adherence to regimen and poor control. ' Other explanations for the wives' eating pattern are available. The bias may originate with the dietitians, who, in assuming that the woman in the couple will be preparing the food, directs the dietary advice to the wife of the diabetic man, thus appearing to suggest to her that she should eat the same as her husband. The wife may find it easier to cook diabetic food for herself as well as for her diabetic husband. The 
